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THE CONCEPT OF VETERINARY PUBLIC HEALTH 
AND ITS APPLICATION IN THE WORLD HEALTH 
ORGANIZATION * 


Martin M. KAPLAN, V.M.D., M.P.H. 


Chief Veterinary Public Health Officer 
Division of Communicable Disease Services 


In all disciplines the emergence of new concepts is a sign of vitality 
and a basis for growth. The history of veterinary medicine is rich with 
scientific discoveries and innovations which have benefited mankind. The 
opportunity now presents itself to the veterinary profession to make another 
contribution to human society. This opportunity is embodied in a new 
concept—veterinary public health—which in its present form has existed 
for less than a decade. Since to some groups in the public-health and 
veterinary professions this concept appears rather vague, it is the purpose 
of this account to place it in clearer perspective, principally by outlining 
how it has been and may be applied to specific problems. 


CONCEPT OF VETERINARY PUBLIC HEALTH 


The distinguishing characteristic of veterinary public health is its 
concern with any linkage between human and animal health problems. 
In its work it seeks to form a coherent and effective pattern of organization 
and activities out of the total knowledge and resources available from 
groups and individuals dealing with such linked problems. 

Veterinary public health has been defined as comprising “ all the com- 
munity efforts influencing and influenced by the veterinary medical arts 
and sciences—applied to the prevention of disease, protection of life, and 
promotion of the well-being and efficiency of man ”.! This is a panoramic 
definition ; in concrete terms, the principal functions of public-health 
veterinarians are : 


(1) the provision of expert technical advice and the promotion of 
activities in the control and eradication of zoonoses ; 

(2) the development and supervision of food hygiene practices, with 
particular reference to diseases transmissible from animal to man, in 





* Presented at the XVth International Veterinary Congress, Stockholm, August 1953. 
1 Wld Hith Org. techn. Rep. Ser. 1951, 40, 3 
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collaboration with epidemiologists, sanitary engineers, bacteriologists, and 
other specialized personnel ; 

(3) the co-ordination of work and resources of groups or agencies, 
private or official, dealing with coinciding interests of human and animal 
health ; 


(4) the education and training of professional and auxiliary workers 
in veterinary aspects of public health. 


Zoonoses Control 


The concise term “ zoonoses ” has gained wide acceptance as denoting 
that group of animal diseases transmissible to human beings. A Joint 
WHO/FAO Expert Group on Zoonoses, convened in 1950, listed over 
80 diseases naturally transmissible between animals and man.? The relative 
importance of these diseases varies according to countries. Zoonoses of 
importance in large areas of the world include bovine tuberculosis, brucel- 
losis, anthrax, rabies, leptospirosis, the arthropod-borne virus encephali- 
tides, Q fever, hydatidosis, salmonellosis, psittacosis, plague, and tularaemia. 
Other zoonoses, such as trichinosis, taeniasis, leishmaniasis, erysipeloid 
(swine erysipelas), endemic typhus, and jungle yellow fever are troublesome 
but more localized in certain countries. Diseases such as vesicular stomatitis, 
foot and mouth disease, Newcastle disease, and certain ancylostomiases 
(those causing “creeping eruption” in man), although widespread in 
animals, cause only minor illnesses in man. 

The prevention and elimination of zoonoses in human beings depend 
in large part on the control of these diseases in animals. The public-health 
veterinarian assists in this task, as stated above, by providing expert tech- 
nical advice on these diseases and by promoting activities for their control 
and eradication. Examples of this type of activity are given throughout 
this paper. 


Food Hygiene 


Food hygiene, particularly in regard to milk and meat, is another 
major aspect of veterinary public health. The primary purpose of 
good milk- and meat-hygiene is to prevent transmission of disease to man 
through food products ; thus it is essentially a public-health function. 
The secondary aims of food hygiene, such as the decrease of food losses 
and prevention of disease transmission through food by-products to other 
domestic animals, are usually responsibilities of food and agricultural 
authorities. Therefore, the public-health veterinarian, because of his 


2 Wld Hith Org. techn. Rep. Ser. 1951, 40, 28 
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training and his connexion with other authorities concerned, is best suited 
to supervise the food-hygiene practices affecting the transmission of animal- 
borne diseases. Public-health supervision in milk hygiene, including the 
contributions of the veterinarian and other specialists, should begin with 
the cow on the farm ; supervision in meat hygiene should begin when the 
animal leaves the farm or enters the slaughterhouse, and should terminate 
when the food product is ready for delivery to the potential consumer. 


Co-ordination of Human and Animal Health Interests 


The co-ordinating function merits a separate listing, firstly because 
of its great importance in many spheres of health activity, including zoonoses 
control and food hygiene ; and secondly, because the amalgamation of 
human and animal health interests is a primary concern of public-health 
veterinarians, whereas other groups pursue, in the main, only one aspect 
of the total problem. 

Through co-ordination of work in the human and animal health field, 
a greater economy of effort may be achieved by avoidance of overlapping 
responsibility ; and, in addition, activity may be extended into important 
and untouched areas. Experience has shown that zoonoses problems, for 
example, by their very nature, cannot be met adequately by the separate 
endeavours of health and agricultural authorities. Indeed, veterinary 
public health first received recognition from its accomplishments in co- 
ordinating the efforts of public-health and agricultural groups, and by 
utilizing their unexploited resources for a concerted attack on specific 
zoonoses. In this connexion, public-health veterinarians have influenced 
public-health departments to give many forms of assistance to agricultural 
authorities in carrying out animal-disease control programmes. This 
assistance has taken the form of financial subsidies in bovine-tuberculosis- 
and brucellosis-control programmes ; of fostering research on these diseases ; 
of promoting epidemiological surveys on these and newly emerging 
problems, such as Q fever and leptospirosis ; and of direct participation 
and propaganda assistance in the control of rabies and hydatidosis. 

The importance of co-ordination and its successful application by public- 
health veterinarians is particularly notable in rabies-control activities, 
where previously very little has been achieved through the separate efforts 
of the various agencies concerned. In this field, the public-health veteri- 
narian has brought about an integration of effort and resources of public- 
health and veterinary diagnostic laboratories, practising physicians and 
veterinarians, lay and professional societies, wildlife-control authorities and 
law enforcement agencies, and health and agricultural organizations. 

The interests of human and animal health also coincide in the realm 
of biological science. Here, the public-health veterinarian can aid impor- 
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tantly by creating lines of contact between technical groups and by pro- 
moting development of their common work. Thus, his knowledge and active 
participation are of much value in phases of microbiology, comparative 
pathology, nutrition, therapeutics, oncology, surgery, and epidemiology, 
to name only a few of the many and varied disciplines involved. 


Education and Training 


Education and training of professional and auxiliary public-health 
personnel constitute an integral and often major part of the public-health 
veterinarian’s activities. In all countries the diseases of man and his flocks, 
food hygiene, and the other manifold relationships of human and animal 
health are important considerations in the proper training of a public- 
health worker, whether it be a physician, veterinarian, engineer, nurse, 
health educator, or sanitary inspector. Advanced medical, veterinary, 
and public-health schools have recognized the necessity of such training ; 
and, as more well-trained public-health veterinarians become available for 
teaching purposes, the field of veterinary public health will undoubtedly 
find its place in the regular teaching schedules and training courses for 
public-health workers. 


* 
* * 

There has been uncertainty in regard to the administrative placement 
of the public-health veterinarian in government services. In the past, 
veterinarians occupied with public-health functions have often been unsatis- 
factorily located in agricultural departments. Recently, from a clearer 
recognition of the functions of public-health veterinarians, and to increase 
their operative effectiveness, many countries have established separate 
veterinary public-health units within municipal, district, or national depart- 
ments of health. The wide application of this measure indicates that it is 
meeting a real need. At present, recognition of the importance of the 
veterinarian in the field of public health is signalled by the fact that he is 
increasingly accorded equal administrative rank with his medical colleague. 

Thus, an unusual opportunity is presented for the veterinary profession 
to expand its scope and to make an important social contribution by 
accepting and fulfilling the responsibilities of veterinary public health. 
Advanced training of veterinarians in public health® is highly desirable 
in order to discharge adequately all the major functions of the public- 
health veterinarian discussed previously, but it is not a prerequisite for 
taking his rightful place in the public-health team of workers with respect 
to individual responsibilities the veterinarian can best assume. 


* Wld Hlth Org. techn. Rep. Ser. 1951, 40, 31 
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WHO ACTIVITIES IN VETERINARY PUBLIC HEALTH 


Soon after its establishment in 1948, WHO was requested by its member 
countries to take action in the field of veterinary public-health in order 
to meet the needs of these countries on both national and international 
levels. In implementing these requests, the Organization early associated 
its veterinary public-health activities with the veterinary responsibilities 
of its sister agency in the United Nations, the Food and Agriculture 
Organization (FAO), and with other international organizations such as 
the Office International des Epizooties (OIE), the International Veterinary 
and Microbiological Congresses, and the Pan American Sanitary Bureau 
(WHO Regional Office for the Americas). 

WHO fulfils its veterinary public-health obligations in several ways, 
i.e., by (a) the provision of specialists to advise government agencies ; 
(b) the organization of regional meetings or conferences to consider and act 
upon questions of common concern to the countries involved ; (c) meetings 
of committees of recognized experts in a specific field to summarize the latest 
advances in that field, and to recommend courses of action to guide 
WHO technical policy ; (d) co-ordination and promotion of research 
activity ; (e) organization of technical training courses for field and 
laboratory workers ; (f) publication of documents on technical subjects ; 
and (g) granting fellowships to countries to enable recipients to study 
abroad. 

The highlights of the work in veterinary public health carried out by 
WHO are summarized below. 


Zoonoses 


A joint WHO/FAO Expert Group on Zoonoses was convened in 1950 
to consider certain problems in veterinary public health, with special 
emphasis on bovine tuberculosis, anthrax, hydatidosis, Q fever, and psitta- 
cosis.* 

Five zoonoses—bovine tuberculosis, rabies, Q fever, brucellosis, and 
leptospirosis—were considered at a seminar for 20 European countries 
sponsored by WHO and FAO in Vienna in November 1952. The proceed- 
ings of this seminar contain up-to-date information on field control and 
laboratory procedures in regard to these diseases.® 

In addition to their having been considered at meetings of expert 
groups and seminars, several of the zoonoses have formed the major part 
of the operating programme of WHO. This work will be discussed briefly. 





4 Wld Hith Org. techn. Rep. Ser. 1951, 40 


5’ World Health Organization (1953) Recent advances in zoonoses : bovine tuberculosis, Q fever, bru- 
cellosis, leptospirosis, rabies ; Joint WHO|FAO Seminar, Vienna ,November 1952, Geneva, (World Health 
Organization : Monograph Series, No. 19) 








Rabies 


A WHO Expert Committee on Rabies was convened in 1950 to review 
the status of prevention in human beings and animals and to consider the 
research required on different aspects of the disease. Following this meeting, 
the committee issued its first report,* making specific recommendations 
on these aspects of rabies. A second meeting of the committee is scheduled 
for September 1953. Activities of WHO arising out of the committee’s 
recommendations are considered in another paper being given at this 
Congress.’ Briefly, these include WHO-sponsored and assisted laboratory 
and field trials on hyper-immune serum and different vaccines for the 
prevention of rabies in man, on the use of a new chicken-embryo adapted 
virus vaccine for the control of rabies in dogs, and on the local treatment 
of bite wounds. Also, a service is offered by WHO to test the potency of 
rabies vaccines produced in national laboratories. 

A regional rabies meeting was sponsored by WHO to meet requests 
from countries in three of its regions—Eastern Mediterranean, South- 
East Asia, and Western Pacific. This meeting, involving lectures, discus- 
sions, demonstrations, and laboratory training, was held in India for two 
weeks in July 1952, and was attended by 55 medical and veterinary workers 
in rabies from 23 countries. WHO rabies consultants acted as discussion 
leaders and supervised the laboratory sessions. Based on the papers pre- 
pared by the discussion leaders for this meeting, WHO is preparing a 
publication on laboratory techniques in rabies, which should prove very 
useful to laboratory workers on this disease throughout the world. 

In addition, WHO rabies consultants have been sent on request to 
various countries to give advice and assistance on the production of vaccines 
and the field control of rabies. These countries include Ceylon, Greece, India, 
Indonesia, Iraq, Israel, Malaya, Mexico, Northern and Southern Rhodesia, 
Spain, Thailand, and Yugoslavia. Moreover, fellowships have been awarded 
to individuals in several of these countries to enable them to study abroad. 


Q fever ® 


Because of the apparently increasing importance of this disease through- 
out the world, a WHO-sponsored survey of Q fever was undertaken in 
25 countries.® The results of this survey indicate that the disease is present 
in many countries hitherto believed to be free of infection. Research 
on the epidemiology of Q fever is being encouraged by WHO to obtain 
better knowledge of the disease as it affects animals and of its transmission 
to man. 


a Wld Hith Org. techn. Rep. Ser. 1950, 28 


7 Tierkel, E. S. and Kaplan, M. M., “ Advances in the control of rabies ”, to be published in the Pro- 
ceedings of the XVth International Veterinary Congress 


® See Wid Hith Org. techn. Rep. Ser. 1951, 40, 13. 
* A paper on this survey is in preparation. 
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WHO will shortly establish an international standard anti-Q-fever 
serum for use in medical and veterinary diagnosis. 


Bovine tuberculosis 


WHO has stimulated the interest of public-health authorities in various 
countries, and has encouraged them to co-operate with agricultural authori- 
ties, in the suppression of this disease in animals. In addition, WHO 
has established an international standard for mammalian PPD tuberculin, 
has forwarded work on such research problems as BCG vaccine and 
typing of the tubercle bacillus, and, in collaboration with FAO, has under- 
taken studies on extra-human sources of infection in highly infected human 
population groups of the Eastern Mediterranean Region. 


Brucellosis 


Two joint FAO/WHO meetings of experts were held, in 1950 and 
1952, to advise on control procedures and research required on this world- 
wide problem in man and animals. The reports" of these meetings are 
available and contain detailed instructions and recommendations on 
human chemotherapy, diagnostic and other laboratory procedures for 
man and animals, and field control in animals. The recommendations 
contained in these reports have exerted an important influence on brucel- 
losis work internationally ; in particular, they have been instrumental in 
introducing uniform procedures and practices in countries where the 
multiplicity of standards and criteria used in brucellosis work has been 
a source of confusion in evaluation of field and laboratory results. 

One of the important international advances in the past few years in 
the attack on brucellosis has been the establishment of thirteen FAO/WHO 
brucellosis centres in various countries of the world. These centres are 
located in Argentina, Australia, Denmark, England, France, Greece, 
India, Italy, Mexico, Turkey, Union of South Africa, USA, and Yugo- 
slavia. The centres are used for the preparation and testing of antigens, 
vaccines, and other biological products ; as diagnostic centres ; to stimulate 
studies of brucellosis prevalence in man and animals ; to forward pro- 
grammes of brucellosis control in animals ; for research on special problems, 
such as chemotherapy in human beings and bacteriological studies ; and 
as teaching and information centres for their own and nearby countries. 

Over one hundred brucellosis documents containing advance research 
information supplied by the FAO/WHO brucellosis centres and members of 
the FAO/WHO Expert Panel on Brucellosis have been published in mimeo- 
graphed form and sent to brucellosis workers throughout the world. This 


1° See Wid Hith Org. techn. Rep. Ser. 1951, 40, 5. 
11 Wid Hith Org. techn. Rep. Ser. 1951, 37 ; 1953, 67 
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rapid exchange of research information has been a very valuable tool 
in co-ordinating work on this disease. 

WHO brucellosis consultants have been sent upon request to Greece, 
Israel, Mexico, Spain, Turkey, and Yugoslavia. Also, in December 1952, 
consultants directed a brucellosis meeting in Chile for medical and 
veterinary workers from ten South American countries. This meeting 
was designed to introduce standardized laboratory techniques in these 
countries.!2_ A similar meeting is scheduled for November 1953 in Mexico 
City for countries in the Caribbean and Central American region. 


Swine influenza 


The XIVth International Veterinary Congress requested WHO to 
attempt a clarification of the relationship, if any, between human and 
swine influenza. Several strains of virus isolated in different countries 
from field cases of swine influenza were therefore submitted to the WHO 
World Influenza Centre in London for study and comparison with human 
influenza strains. The results of this study indicate that, although the 
swine influenza strains examined are related to some human influenza 
strains (A group), the disease in swine at the present time is not of significant 
importance in human influenza epidemics as encountered in recent years. 
Because of suggestive evidence of epidemiological relationship in the past 
between the human and swine disease, however, the WHO Expert Com- 
mittee on Influenza, after considering the results of the comparative study, 
recommended that continued research on this question be carried out.!* 


Leptospirosis 


Recent work has revealed that domestic animals play an important 
role as reservoirs of this disease in relation to man. Steps have been taken 
by WHO to assist in the co-ordination of research work in this field, with 
particular reference to the clarification of typing procedures and diagnostic 
methods. 


Hydatidosis 14 


Technical assistance in large-scale control programmes in Latin American 
countries was given by the Pan American Sanitary Bureau (WHO Regional 
Office for the Americas). A unique feature of this assistance was the pre- 
paration of a popular booklet of coloured cartoons explaining in simple 
terms the control of the disease. This booklet has been translated and 
adopted for use in southern European countries. 





12 World Health Organization Regional Office for the Americas (1952) Seminario Sud icano de 
Brucelosis, Washington, D.C. 

13 See Wid Hith Org. techn. Rep. Ser. 1953, 64, 6. 

14 See Wid Hith Org. techn. Rep. Ser. 1951, 40, 20. 
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Food Hygiene 


Work in the field of milk and meat hygiene has been carried on jointly 
by WHO and FAO. Special consultants in these fields have been sent on 
request to more than twenty countries. 

FAO and WHO sponsored the preparation of, and subsequently 
published, a monograph covering all aspects of milk pasteurization,’ and, 
in collaboration with UNICEF, will conduct, in Rome in October 1953, 
a training course for operators of pasteurization plants. 

A WHO/FAO seminar on meat hygiene is scheduled for European 
countries in 1954. Later in the same year, a meeting of a WHO/FAO 
expert committee on meat hygiene is planned in order to make recom- 
mendations on desirable procedures for the guidance of government 
agencies dealing with this question. 


Development and Strengthening of Veterinary Public Health Services 


Aside from the technical activities considered previously, WHO has 
been offering services designed to facilitate and strengthen the organization 
of veterinary public health units in government health services. These 
services include consultant advice to governments upon request, the training 
of personnel, and the provision of information on veterinary public health 
problems. 

WHO consultants have visited many countries to assist in the establish- 
ment of veterinary public health units and specialized services within 
these units. Consultants in such specialized fields almost always undertake, 
as part of their work, the training of local professional and lay personnel. 
Indeed, the problem of increasing the number of veterinarians and asso- 
ciated trained personnel is of fundamental importance in practically all 
parts of the world. For this reason assistance has been given wherever 
possible in strengthening veterinary schools and in training post- 
graduate veterinarians by means of fellowships. Reference has been made 
previously to a number of training courses and seminars which also serve 
partially to meet the need for more and better-trained personnel. 

Innumerable requests are received by WHO from government services 
and individuals on various aspects of veterinary public health. As men- 
tioned earlier, authoritative documents have been published by WHO 
and FAO on the major zoonoses and on milk hygiene which have served 
a very useful purpose in answering queries on technical subjects. In addi- 
tion, requests are received concerning laws and regulations in various 


18 Kay, H. D., Cuttell, J. R., Hall, H. S., Mattick, A. T. R. & Rowlands, A. (1953) Milk pasteurization : 
planning, plant, operation, and control, Geneva (World Health Organization: Monograph Series No. 14). 
Also published as No. 23 in the FAO Agricultural Studies series. S 
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countries, for technical articles not available locally, and for assistance 
in obtaining strains of micro-organisms and biological products. These 
requests are met as far as is possible within the resources of WHO, or are 
referred to the proper authorities. 

WHO has carried out the veterinary public health activities outlined in 
this paper in response to specific requests from countries and in fulfilment 
of its obligations under the WHO Constitution. The plans of WHO for 
the future include provision for continuation of these activities, in the 
belief that they constitute an appreciable contribution to the health and 
welfare of mankind. 





TUBERCULOSIS CONTROL IN SYRIA?! 


Tuberculosis represents the chief threat to the health of the people of 
Syria now that methodical control campaigns have brought about a 
regression of malaria. Its spread has been favoured by conditions created 
by the war in Palestine and the influx of refugees. Anxious to curb the 
ravages of this disease, the Syrian Government instituted a tuberculosis- 
control programme in June 1952, with the aid of a WHO team. Within a 
year, the atmosphere of confidence and international collaboration estab- 
lished in this programme had led to gratifying results. 


Tuberculosis Endemicity 


Statistics collected in Syria since 1950 by International Tuberculosis 
Campaign teams and by Syrian teams working on mass BCG-vaccination 
projects ? give a fairly accurate picture of the prevalence of the infection. 
From | March 1949 to 20 May 1953, 545,000 tuberculin tests and 234,000 
BCG vaccinations were performed in various parts of Syria. 

It is estimated, on the basis of fragmentary information, that there are 
about 35,000 persons suffering from tuberculosis and that the annual 
mortality-rate is about 100 per 100,000 inhabitants. Early observations 
by the WHO team in Damascus revealed the severity of the clinical forms 
which were found, whether it was a question of primary lesions (frequent 
primary infections in children being accompanied by disturbances of 
pulmonary ventilation or by rupture of the lymph nodes) or of post-primary 
lesions (frequent incurable, ulcerated, bilateral lesions in adults). This 


2 Article drawn from the report “ Bilan d’une année d’activités antituberculeuses en Syrie ”, prepared 
by Dr. E. Berthet, WHO consultant at the Damascus Antituberculosis Training and Demonstration Centre, 
in collaboration with A. Mochi, F. Cornet, C. Ashwin, and E. Holst, other members of the team. 


2 International Tuberculosis Campaign (1951) Mass BCG Vaccination in Syria, 1950, Copenhagen 
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might be attributed to the lack of medical facilities, which makes isolation 
of infectious cases impossible. Many children live in contact with tuber- 
culous persons and are thus exposed to intensive and repeated contamina- 
tion, resulting in the development of particularly severe forms of the disease. 


Organization of the Control Campaign 


Upon arrival of the WHO team at Damascus, a problem which imme- 
diately arose was that of setting up a training and demonstration centre. 
Premises large enough to house such a centre had to be found, for there were 
indications from the very beginning that the activities of the centre would 
assume significant proportions. The Syrian Government made available 
for this purpose three wings of a hospital. WHO supplied most of the 
essential equipment, and the Government also provided certain installations 
and furnishings. The centre was inaugurated on 18 November 1952. It 
comprises five main sections, each directed by a member of the WHO 
international team, assisted by one or more Syrian collaborators. 

The activities at the Damascus centre showed particular development 
from December 1952 to June 1953. A district in Damascus was chosen to 
serve as a pilot area for a demonstration of modern tuberculosis-control 
techniques. These techniques, which are to be integrated into the general 
public-health programme of the country, comply with certain standards of 
efficacy and economy. 

At the centre, examinations are carried out routinely as follows : 


1. At the first visit, to the epidemiological service, a tuberculin test is 
given (intradermal reaction to 5 international units of tuberculin), and a 
miniature x-ray is taken. 


2. At a second visit, three days later, all negative reactors receive an 
intradermal injection of BCG, and all persons radiologically suspect are 
x-rayed (full-size) and are sent to the laboratory for examination of bronchial 
secretions, obtained by laryngeal swabbing if the patient does not expec- 
torate. 


3. Three days later, all persons suspected of being infected with tuber- 
culosis are sent, with their x-rays and the results of the test of bronchial 
secretions, to the antituberculosis clinic. There, the physician makes a 
synthesis of the various examinations, establishes a diagnosis, and indicates 
treatment. 


In the pilot area, nurses, under the direction of a WHO nurse-consultant, 
systematically visit all the families in which cases of active tuberculosis or 
of recent primary lesions have been detected. They establish in the home 
of the patient a “ social and prophylactic diagnosis ”, based on information 
which they obtain concerning the way of living, the educational level, and 
the economic situation of the family; they then give all the necessary 
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instructions to the patient’s relatives. Their observations are recorded on 
a form, which is kept up to date. In addition, the WHO nurse-consultant 
marks on a map of the district all the foci of infection which have been 
notified, so that there is a complete record of tuberculosis in the demonstra- 
tion area. 

The vaccination techniques used by the WHO team are those which 
have been recommended by the Tuberculosis Research Office in Copen- 
hagen on the basis of international vaccination campaigns. The tuberculin 
tests are made intradermally. Any reaction to 5 units of tuberculin which 
does not exceed 5-mm induration is considered negative, and the subject 
is then vaccinated. The vaccinations are performed with BCG vaccine from 
the Institut Pasteur, Paris, supplied by UNICEF. 

In six months, the Damascus centre had to its account 25,000 vaccina- 
tions and 550 home visits. Case-finding results were equally satisfactory : 
7,500 radiological examinations were made and 600 cases of tuberculosis 
detected. 


Training Programme 


“ The training of competent technical personnel is the first condition for 
any rational organization of tuberculosis control.” * This is one of the 
essential functions of the antituberculosis training and demonstration centre. 
Its task is not to train highly specialized personnel, but to “ give to doctors, 
nurses, and technicians theoretical and practical post-graduate training 
which will enable them to acquire exact knowledge of modern tuberculosis- 
control techniques”.* This training must offer those who take it an oppor- 
tunity to learn the most recent developments, to discuss new data, and to 
obtain extensive practical experience in methods of prophylaxis, diagnosis, 
and treatment. The general teaching programme has been carried out in 
various ways : through lectures, discussions, seminars, and clinical practice. 

Health education of the public, a vital element in all tuberculosis- 
control work, has also payed an important part.in the activities of the 
centre. The WHO team first made contact with teaching personnel of 
Damascus by giving a series of lectures at teachers’ training schools; other 
lectures were presented to the general public. The national broadcasting 
system transmitted eight talks on health education in 1952-3, and the press 
made a particularly valuable contribution. In addition, World Health Day 
was the subject of a number of celebrations on 7 April 1953. 


Plans for the Future 


Tuberculosis control is the starting point for a large-scale health pro- 
gramme and is intended as an integral part of a plan, drawn up by the Syrian 


* Berthet, E. (1953) Sem. méd. (Paris), 29, 89 
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Government, for general improvement of living conditions. An inventory 
of health resources showed that in Syria, as in many other countries, the 
organization of tuberculosis-control is faced with two obstacles : absence 
of qualified personnel, and lack of medical facilities. Health personnel are 
not only too few, they are also badly distributed; there are too many in the 
towns, and not enough in rural areas. 

The WHO team has proposed a five-year plan for the control of tuber- 
culosis. This plan provides, in particular, for 8 new regional antituber- 
culosis centres, 12 antituberculosis vaccination teams, and 1,000 to 1,500 
additional beds for the hospitalization of tuberculous patients. By taking 
advantage of the priority given to this specialized medico-social activity, it 
will be possible to create in the various parts of the country a nucleus around 
which may be built the elements of a general public-health organization. 





EXECUTIVE BOARD : TWELFTH SESSION 


In a three-day session (28-30 May 1953), the Executive Board considered, 
for the most part, decisions of the Sixth World Health Assembly, which 
had just ended. 

One of the major problems was that of technical discussions at Health 
Assemblies. During the Sixth Assembly, various opinions concerning the 
value of these discussions and the method of their conduct had been ex- 
pressed, and several topics for future discussions had been suggested. This 
matter was referred to the Executive Board, which accordingly took a 
number of relevant decisions. Specifically, the Board 

(1) decided that the topic for the discussions at the Seventh Assembly 
should be “ Public-Health Problems in Rural Areas ”; 

(2) agreed that the discussions should be continued on an informal 
basis; 

(3) decided that they should be limited to a total period not to exceed 
the equivalent of two working days, and that they should take place on the 
Saturday of the first week of the Assembly, and then again from 8.30 to 
10.00 a.m. on the following Monday and subsequent days as necessary; 


(4) requested that the Director-General take appropriate action to 
prepare the technical discussions in accordance with this decision and 
arrange for them to be introduced by appropriate experts. 

The whole question of technical discussions at subsequent Health 
Assemblies is to be considered by the Board at its thirteenth session, which, 
it was decided, will be held in Geneva starting 12 January 1954. 
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Another problem of considerable interest was that of the procedure for 
the selection of Recommended International Non-Proprietary Names for 
Drugs. The Board adopted the following procedure : Proposals for Recom- 
mended International Non-Proprietary Names will be submitted to WHO 
on a form provided therefor. These proposals will then be submitted by 
the Director-General to the members of the Expert Advisory Panel on the 
International Pharmacopoeia and Pharmaceutical Preparations designated 
for this purpose, who will consider them in the light of certain general 
principles! The name used by the person discovering or first developing 
and marketing a drug will be accepted, unless there are compelling reasons 
to the contrary. Following the examination of the proposed names by the 
panel members, the Director-General will give notice—by publication in 
the Chronicle and by letter to Member States and to national pharma- 
copoeia commissions or other bodies designated by Member States—that a 
proposed international non-proprietary name is being considered. Com- 
ments on the proposed name, or formal objections to it, may be sent to 
WHO within six months of the date of publication of the name in the 
Chronicle. Where there is a formal objection, WHO may either reconsider 
the proposed name or attempt to obtain withdrawal of the objection, no 
name being selected as a Recommended International Non-Proprietary 
Name while a formal objection exists. If there are no objections, then the 
Director-General will give notice—again by publication in the Chronicle 
and by letter—that the name has been selected by WHO as a Recommended 
International Non-Proprietary Name. In forwarding such a name to 
Member States, the Director-General will request that it be recognized as 
the non-proprietary name for the substance and that Member States take 
such steps as are necessary to prevent the acquisition of proprietary rights 
in the name, including prohibiting registration of the name as a trade- 
mark or trade-name. 

Acting upon a proposal, submitted by the Government of Uruguay, 
that WHO give recognition to the work begun by Florence Nightingale a 
hundred years ago, the Board suggested that a subject related to the role 
of nursing in public health, including a reference to the contribution of 
Miss Nightingale, be the theme for the celebration of World Health Day 
in 1954. 

Occupational health was given special consideration by the Board in 
view of its increasing importance because of the rapid industrialization of 
many countries. The Director-General was requested to study, along with 
the International Labour Organisation, measures for strengthening WHO 
activities in this field, and to report to the Board at its next session. 

It was decided that the Seventh World Health Assembly will convene 
in Geneva on Tuesday, 4 May 1954. 


2 See Chron. Wid Hith Org. 6, 324. 
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The reports of four expert groups were examined and approved for 
publication—the Expert Committee on Mental Health (third report), 
Expert Committee on Plague (second report), Joint FAO/WHO Expert 
Committee on Nutrition (third report), and Joint UN/WHO Meeting of 
Experts on the Mental-Health Aspects of Adoption. 

This session of the Executive Board was attended by the following : 


Member Designating country 


Dr. Melville D. Mackenzie (Chairman) United Kingdom of Great Britain 
and Northern Ireland 


Dr. F. Hurtado (Vice-Chairman) Cuba 

Dr. W. A. Karunaratne (Vice-Chairman) Ceylon 

Dr. S. Hayek (Rapporteur) Lebanon 
Dr. H. Hyde (Rapporteur) USA 

Dr. G. Alivisatos Greece 

Dr. O. Andersen Denmark 
Dr. S. Anwar Indonesia 
Dr. C. van den Berg Belgium 
Dr. M. J. Ferreira Brazil 
Professor H. M. Jettmar Austria 

Dr. O. J. Leroux Canada 
Dr. F. S. Maclean New Zealand 
Dr. M. A. Maleki Iran 

Dr. J. N. Togba Liberia 

Dr. O. Vargas-Méndez Costa Rica 
Dr. P. Vollenweider Switzerland 
Dr. S. Al-Wahbi Traq 





REPORT OF WHO EXAMINED BY ECOSOC 


The annual report on the work of WHO? was presented to the sixteenth 
session of the United Nations Economic and Social Council on 1 July 1953 
by Dr. P. Dorolle, Deputy Director-General of the Organization. Dr. 
Dorolle called attention to the emphasis in the report on the interdependence 
of economic, social, and health problems, stating that where there was no 
economic and social development it was impossible to raise the standard 
of health in any given country, or to break through the vicious circle of 
poverty, disease, and ignorance surrounding a large number of countries. 
The main difficulty, he said, lay not so much in lack of funds as in the 
shortage of qualified personnel for carrying out programmes, and the 
training of such personnel was WHO’s fundamental task. In this connexion, 
WHO was stressing the training of personnel within the beneficiary countries 
themselves through the establishment of training and demonstration centres. 


1 Off. Rec. Wid Hith Org. 45 ; see also Chron. Wid Hith Org. 1953, 7, 87-110. 
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It had drawn up a five-year assistance programme under which the contri- 
butions of receiving governments would at first be small but would reach 
100% by the end of the fifth year. 

Dr. Dorolle also spoke of WHO’s role as a co-ordinator in the field of 
health, of the budgetary difficulties arising from cuts in Technical Assistance 
funds, and of the development of regionalization. He said that the Director- 
General had not sought to present spectacular results in his report : in 
1952 WHO had been content to push forward the work it had accomplished 
in the previous year as part of its long-term programme. WHO felt that 
results had been achieved when a particular activity could be brought to an 
end because the country concerned was in a position to carry on alone the 
work it had started with WHO’s assistance. 

Comments on WHO’s report were made by Council members from 
India, Egypt, France, the USA, Argentina, the United Kingdom of Great 
Britain and Northern Ireland, Yugoslavia, Turkey, Belgium, China, 
Australia, Sweden, Venezuela, Uruguay, the Philippines, and Cuba. 

The representative of India spoke of the success of the policy of regiona- 
lization, and of the appointment of area representatives in certain countries 
to co-ordinate the work of the international agencies with that being 
undertaken at a national level. The representative of Egypt also paid tribute 
to the organization of WHO’s work and to the success of decentralization. 
The representative of China stated that, although his Government was, as 
a general rule, averse to the opening of branch offices by the specialized 
agencies, in the case of WHO it felt that such a development should be 
encouraged in view of the important and successful work being carried out 
by the regional offices. 

The USA representative congratulated WHO on the progress made in 
adjusting its programme in the light of experience and in developing tech- 
niques suitable for health activities on a world scale. The US Government, 
he said, believed that concentration of effort on strengthening national 
health services was essential if international aid was to have lasting results, 
and admired WHO’s efforts in that direction. 

The representative of the United Kingdom paid tribute to the inspiration 
of Dr. Chisholm in the work of WHO and mentioned as a particular 
achievement of the Organization the codification of the International 
Sanitary Regulations. 

The Australian representative endorsed remarks which Dr. Dorolle 
had made concerning the necessity for concentrating the responsibility for 
technical assistance programmes in the hands of recipient governments, 
who were the best judges of how such programmes could best be fitted 
into the framework of the countries’ needs as a whole. 

Representatives of certain other countries—e.g., the Philippines, 
Venezuela, and Yugoslavia—expressed their appreciation of WHO aid 
within their own countries. 
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In a resolution proposed by India, the Council took note of the annual 
report of WHO “with appreciation” and noted “with approval the 
continued emphasis on the development of effective public health services 
and programmes for the training of health workers ”. This resolution was 
adopted by a vote of 16 in favour and none against, with two abstentions 
(Poland and the USSR). 





ECOSOC Hears Statement 
on Technical Assistance Programme 


The work of the Technical Assistance Committee of the Economic and Social Council 
is of interest to WHO as one of the participating agencies in the United Nations Technical 
Assistance programme. On 22 July 1953, Mr. David Owen, Executive Chairman of the 
Technical Assistance Board, presented the fifth report of this Board to the Committee, 
stating that this was “ what must be the most critical time in the development of the 
programme”. It was, he said, a time both of great achievement and of great danger. 
The danger to which he referred was that of uncertainty regarding financial support of 
the Technical Assistance programme. 

Recording the year’s achievements, Mr. Owen said : “... during the course of 1952 
the programme developed remarkable momentum. By the end of the year the number 
of countries and territories which were assisted increased to 97, the number of experts 
increased from 717 to 1,626, and the number of Fellows who were placed in various 
countries increased from 845 to 2,127 .. . The programme not only increased in number 
and range; it increased in its universality. Whereas 55 governments pledged contributions 
in 1951, there were 65 in 1952, and in 1953 there were 67, to which may be added the 
pledges of the Soviet Union and of Poland which have been made during this session.” 
He spoke with gratification of the fact that recipient countries had also begun-to be 
assisting countries; India, for example, which was itself a beneficiary of the programme, 
provided 84 experts and was a host to 91 Fellows. He mentioned WHO’s part in the 
programme : “ Perhaps the most obvious results have been in the field of health, where 
WHO teams have contributed not only to health but to productivity by helping to free 
great areas of yaws and malaria ...”. 

Mr. Owen stressed the long-range nature of the Technical Assistance programme 
and appealed to governments for the necessary financial support, concluding his remarks 
thus : “... this programme is the proud child of the Economic and Social Council, 
perhaps the most important experiment in international economic co-operation which has 
come out of the United Nations and its associated agencies. It is now for governments 
to decide whether this programme, so boldly conceived and so successfully inaugurated, 
is to be carried forward.” ‘ 
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Reports of Expert Groups 


BILHARZIASIS 


A number of surveys of bilharziasis in certain countries of Africa and 
the Eastern Mediterranean Region, some sponsored by WHO, have given 
an idea of the wide distribution of this disease and of its vectors, actual 
and potential, in tropical and subtropical areas throughout the world. 
However, further epidemiological studies are needed to determine the true 
prevalence of bilharziasis and to determine its importance as a cause of 
disability or of death. The first report of the Expert Committee on Bil- 
harziasis, published in the Technical Report Series, contains information 
of practical value for such studies. 

This report presents a critical analysis of the various methods of diagnosis 
of bilharziasis, including recovery of Schistosoma eggs from urine and 
stools, biopsy techniques, and immunological tests such as intradermal, 
complement-fixation, and flocculation reactions. 


TABLE |. COMPARATIVE EFFICIENCY OF DRUGS AND TECHNIQUES USED IN 
BILHARZIASIS TREATMENT 























| 
| Percentage efficiency in 
Treatment 
Drug . 
technique 5: haematobium| S. mansoni | S. japonicum 
infection | _ infection infection 
bn ee 
SAT | Intensive course 85-90 | 85-90 Not used 
| 
Miracil D | Oral route | 80-85 | Not yet proved No value 
| 
| | | : 
SAT Classical course 75-80 | 70-75 70-75 
Fouadin Intravenous route | 60-65 55-60 55-60 
Fouadin Intramuscular route 50-55 45-50 | 45-50 
| | 
Anthiomaline Intramuscular route | 50-55 45-50 | Not used 
Anthiomaline Intravenous route 45-50 | 40-50 | Not used 
| 
| | 





SAT : sodium antimony tartrate 

Miracil D : Miracil D hydrochloride, a complex thioxanthone preparation. Also known bya ——- 
of other names, including lucanthone hydrochloride (British ap Bproved name), Nilodin, and 3735 R 

Fouadin bispyrocatechol-3 : 5-sodium disulfonate, known by a variety of 
names, including stibophen (Pharmacopoea Internationalis), Reprodal, and Fantorin 

Anthiomaline : lithium antimony thiomalate 





1 Wld Hlth Org. techn. Rep. Ser. 1953, 65. 45 pages, price : 2/3, $0.30, or Sw. fr. 1.20. Published in 
English and in French 
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Another section is devoted to the epidemiology of bilharziasis. The 
role of the molluscan vectors is considered, present knowledge concerning 
the vector-parasite relationships and the physiology of the intermediate 
hosts being reviewed and attention being drawn to the need for study of 
their morphology, taxonomy, and bionomics. This is followed by a discus- 
sion of the economic and social factors which influence the development 
of the disease in man. A detailed description of standard procedures for 
epidemiological surveys is given. 

Bilharziasis control is examined from two aspects : the destruction of 
the molluscan vectors, and the treatment of infected persons. The report 
reviews the results obtained, in the laboratory and in the field, with a large 
number of molluscacides against various vectors species, and recommends 
certain measures for making snail control more effective. Present methods 
of treatment are considered at some length in terms of the efficacy of certain 
medicaments against Schistosoma haematobium, S. mansoni, and S. japo- 
nicum infections. A tentative classification of the therapeutic efficiency of 
the various drugs in use is given in table I. 





Review of WHO Publications 


INSECT CONTROL 


The control of numerous communicable diseases is dependent upon 
the control of certain insects. Insecticides therefore play an important 
role in many disease-control programmes, and studies concerning their 
use, efficacy, and toxicity are appearing with increasing frequency in medical 
literature. A recent number of the Bulletin of the World Health Organization 
is devoted entirely to the subjects of pesticides and insect control. Its 
contents include an article, “ Toxic hazards of certain pesticides to man ”, 
by J. M. Barnes,! and a select bibliography on the toxicology of pesticides 
in man and mammals? which comprise a monograph reviewed elsewhere 
in the present Chronicle.* In addition, this number of the Bulletin contains 
several articles on various aspects of insect control. 

C. Y. Chow and E. S. Thevasagayam, entomologists from the Insect- 
borne Diseases Control Training Centre in Kurunegala, Ceylon, describe 
a simple device for aiding in the control of houseflies.t This device, a 
portable frame tied with string soaked in insecticide (dieldrin), is inexpensive 

1 Bull. Wid Hith Org. 1953, 8, 419 

2 Bull. Wid Hith Org. 1953, 8, 535 


3 See page 246. 
4 Bull. Wid Hith Org. 1953, 8, 491 
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and effective, and could be useful in many communities where sanitation 
is unsatisfactory and where the housefly is still susceptible to insecticides. 

Houseflies 2:¢ also the subject of two other articles in this number of 
the Bulletin. One, by S. Madwar and A. R. Zahar, of Cairo, presents the 
results of a three-year study on the ecology of houseflies in Egypt.5 In the 
other, G. G. Mer, of the Malaria Research Station at Rosh-Pina, Israel, 
considers the problem of control of houseflies which have developed 
resistance to DDT and against which it may be necessary to use other 
insecticides.* For the sake of economy, and to prevent the rapid develop- 
ment of new resistant strains, spraying of this insecticide should be restricted, 
as far as possible, to those surfaces known to be most frequented by flies. 
The author determined the day-time distribution and the resting habits 
of flies inside a number of buildings which were sprayed with DDT. His 
investigations indicate the desirability of developing an insecticidal pre- 
paration adaptable to the residual treatment of furniture and, in the absence 
of such a preparation, of restricting treatment to doors and windows and 
such night-time resting-places as are to be found inside rooms. 

Observations on the development of resistance to DDT by Anopheles 
Sacharovi are reported by G. A. Livadas and G. Georgopoulos,’ who 
attribute this development mainly to systematic house-spraying with 
insecticide, since 1946, in the district concerned. 

In a report from the Communicable Disease Center of the US Public 
Health Service, the results of investigations directed primarily towards the 
improvement of techniques and materials for the disinsectization of aircraft 
are presented. The disinsectization of aircraft is a problem of international 
health significance and, as such, has been given consideration by WHO. 
The techniques described in this paper vary to some extent from those 
recommended by the Organization for worldwide use.® The materials 
tested include various aerosols, residual insecticides, and lindane vapours. 





5 Bull. Wid Hith Org. 1953, 8, 513 
* Bull. Wid Hith Org. 1953, 8, 521 
7 Bull. Wid Hith Org. 1953, 8, 497 
® Bull. Wid Hith Org. 1953, 8, 527 
* See Wid Hlth Org. techn. Rep. Ser. 1951, 34, 4. 





TOXIC HAZARDS OF CERTAIN PESTICIDES TO MAN 


The increasing use of pesticides in the control of disease and the protec- 
tion of food has called attention to the necessity for determining to what 
extent such substances are toxic to man. Once the toxicity of a certain 
preparation has been determined, another problem sometimes arises : 
it must be decided whether the hazard to those involved in its manufacture 
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and application is great enough to warrant abandoning its use when this 
may mean a threat to the health of many. Cognizant of these problems, 
the Fourth World Health Assembly ! and the Executive Board ? requested 
that the Director-General seek consultant aid in drawing up a report on 
the existing information relative to the chronic and acute toxic effects on 
man of some of the preparations used as insecticides, anti-parasitics, 
molluscacides, rodenticides, and herbicides in agriculture and health 
activities. 

The resulting report, prepared by Mr. J. M. Barnes, WHO consultant and 
Director of the Toxicology Research Unit of the Medical Research Council 
of Great Britain, has now appeared in the Monograph Series of the World 
Health Organization.* It covers topics such as the value of pesticides in 
disease control and crop protection, and the hazards, and control of same, 
during their manufacture and application and to third parties (i.e., the 
general public, through residues of pesticides in food). The author states 
that while “ some of the materials in use today may be capable of producing 
severe and fatal poisoning if handled carelessly in the factory or during 
application... with experience, the number of accidents appears to have 
decreased despite increasing use of these materials. Really serious disasters 
have occurred when they were introduced for the first time into certain 
countries. It remains necessary, therefore, to ensure, by education and 
instruction, that these materials are used properly.” With regard to the 
danger to the general public through ingestion of residues of pesticides 
in foods, he found “no evidence whatsoever that the ingestion of these 
materials in this way [i.e., consumption in small quantities over many 
years] has produced undesirable reactions”. He concludes that “ none 
of the materials in use today is so inherently poisonous that its safe use 
is impracticable ”. There is need, however, for further study, particularly 
for surveys over a number of years of those persons who are most exposed 
to pesticides in their work. 

In annexes to the report are included discussions of the toxic properties 
of some pesticides (the chlorinated-hydrocarbon group of insecticides, the 
organo-phosphorus insecticides, DNC and related dinitro derivatives, 
pentachlorphenol, and crganic mercurial compounds), the control of 
agricultural pesticides in different countries, and a glossary of the names 
of various pesticides. 

An extensive bibliography, of almost 690 references, on the toxicology 
of pesticides in man and mammals completes this monograph. 


1 Resolution WH44.3i (Off. Rec. World Hlth Org. 35, 29) 
2 Resolution EB8.R52 (Off. Rec. World Hith Org. 36, 17) 


3 Barnes, J. M. (1953) Toxic hazards of certain pesticides to man, Geneva (World Health Organization : 
Monograph Series, No. 16), 129 pages ; price : 7/6, $1.50, or Sw. fr. 6.— 











—— oe 


MANUAL ON INSECTICIDES 


The specifications established by the WHO Expert Committee on 
Insecticides during the past four years have been brought together in a 
single, loose-leaf, hard-bound volume bearing the title /nsecticides : manual 
of specifications for insecticides and for spraying and dusting apparatus. 
These specifications are intended to serve as a guide for users of insecticides 
and spraying equipment as well as for the relevant manufacturers. 

The manual is divided into two main sections : specifications for insec- 
ticides and their formulations, and specifications for spraying and dusting 
apparatus. The first deals with (1) “ technical products ”, including DDT, 
benzene hexachloride, gamma-isomer benzene hexachloride concentrates, 
methoxychlor, chlordane, dieldrin, and pyrethrum extract ; (2) water- 
dispersible powder concentrates of DDT and benzene hexachloride ; and 
(3) emulsion concentrates of DDT, benzene hexachloride, and dieldrin. 
The second part begins with the standard nomenclature for types and parts 
of spraying equipment, as established by the committee, and then gives the 
specifications for various kinds of sprayers (compression, hand, and 
stirrup-pump-type), for dusters, and for parts and accessories. 

The loose-leaf format of the manual makes possible the insertion of 
additions and amendments, which will be forwarded to holders of this 
volume as they are issued. The specifications are therefore available in 
a form which is convenient and which enables them to be kept up to date. 


1 Price : £3, $8.50, or Sw. fr. 35.—, including the service of supplying additions and amendments up 
to at least 31 December 1955 





THE AFRICAN MIND IN HEALTH AND DISEASE 


A noteworthy addition to the list of WHO publications on psychology 
and psychiatry is a recently published monograph by Dr. J. C. Carothers : 
The African mind in health and disease : a study in ethnopsychiatry* Asa 
WHO consultant in mental health, Dr. Carothers added to an already 
considerable knowledge of African psychology and psychiatry, gained 
through years of experience as a medical practitioner in Kenya, to prepare 
a study which may prove to be as thought-provoking as Dr. John Bowlby’s 
Maternal care and mental health.2. The psychology and psychiatry of the 
African may be relevant to the study of most preliterate peoples, and the 


1 Carothers, J. C. (1953) The African mind in health and disease ; a study in ethnopsychiatry, Geneva 
(World Health Organization : Monograph Series, No. 17), 177 pages ; price : 10/-, $2.00, or Sw. fr. 8.— 

2 Bowlby, J. (1951) Maternal care and mental health, Geneva (World Health Organization : Monograph 
Series, No. 
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comparison of the working of the African mind with that of man in Western 
cultures may shed new light on some of the psychiatric problems of the 
latter. 

Dr. Carothers attempts to give a picture of the “untouched rural 
African ” and to disentangle the parts that constitutional and environmental 
factors play in producing characters distinctive from those seen in Western 
cultures. He begins with a description of the African in his physical back- 
ground—who he is, how he lives and is nourished, to what diseases he is 
subject, and what effects his particular culture has on him psychologically. 
He then turns to “the mind of the African”, reviewing morphological 
and electrophysiological studies which have been made of the brains of 
Africans and proceeding to a detailed consideration of “ normal ” psycho- 
logy, in relation to environment, and of mental deficiency and derangement 
as observed in Africans. 

Significant is his finding that the incidence of mental illness among 
Africans is only about one-tenth of that recorded in both White and Negro 
populations living in more highly developed areas, such as Western Europe 
and the USA. Also important are his observations concerning the effects 
of detribalization on the mental health of the African. 

After carefully weighing the influence of physical and cultural factors 
in the formation of African “modes of thinking”, Dr. Carothers concludes 
that the latter are largely responsible for the distinctive features of African 
psychology. He draws an interesting contrast between these features and 
those peculiar to European mentality and expresses the belief that the 
advantage does not lie wholly with the European. 

This monograph, in addition to bringing together much material which 
has never before been reviewed in toto, poses questions which may stimulate 
further investigation on a subject which offers many possibilities. Its 
interest extends beyond the realm of the psychologist and psychiatrist in 
that it has implications for all those concerned with “ technical assistance ” 
to underdeveloped areas : the changes which economic development will 
bring about in such areas are bound to have an effect on the psychology 
of the inhabitants, and Dr. Carothers’ study should be a valuable aid to 
understanding this psychology. 





WORLD MEDICAL PERIODICALS 


World medical periodicals, published by the World Health Organization 
(WHO) on behalf of the United Nations Educational, Scientific and Cultural 
Organization (UNESCO) and WHO,' provides a guide to the world’s 


1 World Health Organization and United Nations Educational, Scientific and Cultural Organization 
(1953) World medical periodicals, Geneva and Paris, xvi+237 pages ; price : 12/6, $2.00, or Sw. fr. 7.50 
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current periodicals in the medical and biological sciences. This book lists 
titles of all current medical periodicals which have been traced, all medico- 
biological periodicals regularly surveyed by certain abstracting agencies, and 
well-known journals which ceased publication during the period 1900-50. 
Titles of periodicals devoted to pharmacy, odontology, and veterinary 
medicine are included. Each of the 4,000 entries gives—in this order—title, 
place of publication, language or languages of publication (if not apparent 
from the title), periodicity, symbols indicating which of the principal 
abstracting services regularly scrutinize the journal and, finally, an abbre- 
viation of the title based upon the code of rules introduced by the World 
List of Scientific Periodicals, as modified by the International Organization 
for Standardization. It is hoped that these standardized abbreviations will 
contribute to a greater uniformity of bibliographical citations in medical 
literature. 

The value of the list is greatly enhanced by the inclusion of a subject 
index. Under such broad subjects as “ Biochemistry ”, “ Endocrinology ”, 
and “ Hygiene and public health ”, the serial numbers of the corresponding 
periodicals are entered. It is thus possible to make a rapid check of the 
number, exact titles, and places of publication of periodicals dealing with 
any subject-field. An index by countries of publication is also included. 
Both indexes, and the explanatory preface, are trilingual, entries being given 
in English, French, and Spanish. 

The work of producing World medical periodicals was undertaken jointly 
by UNESCO and WHO, following a decision of the UNESCO Co-ordinat- 
ing Committee on Abstracting and Indexing in the Medical and Biological 
Sciences, at whose meetings WHO was represented. WHO has assumed 
responsibility for the continuation of this work, and it is planned to enlist 
international collaboration in the preparation of regular issues of revised 
editions. : 

World medical periodicals will be of particular value to all concerned 
with medical documentation and with the preparation of scientific material 
for publication. 





EPIDEMIOLOGICAL CABLE CODE 


WHO has recently published the CODEPID, or Epidemiological Cable 
Code, which will be used throughout the world for transmitting information 
on epidemics and quarantine matters. The Code, which allows for coding 
and decoding messages in English and in French, lists 135 epidemic diseases. 
It includes about 50,000 code words, of which 20,000 appear in the Geo- 
graphical Index, devoted to code equivalents for names of all countries, 
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territories, and their administrative subdivisions, as well as major towns, 
ports, and airports. This index will be completed in the near future by a 
set of 52 maps. 

The CODEPID will come into use on 1 December 1953 and will super- 
sede another code (the AA Epidemiological Cable Code) which has been 
in use since 1925 by health administrations of countries in the Far East 
and the Pacific area. It aims to facilitate the economical and accurate 
transmission by telegram of epidemiological and quarantine information, 
as required by the International Sanitary Regulations. Its use is restricted 
to national health authorities and WHO Offices. 





VITAL STATISTICS AND CAUSES OF DEATH, 1950 


Part I of Annual Epidemiological and Vital Statistics, 1950 has just been 
published by WHO under the title “ Vital Statistics and Causes of Death ”.1 
Part II, entitled “ Cases of and Deaths from Notifiable Diseases ”, will 
appear shortly. 

The 1950 “ Vital Statistics and Causes of Death ” does not differ, in so 
far as the scope of its subject matter is concerned, from the volume relating 
to the period 1947-9, which appeared last year.” It includes the same tables 
giving the basic information which is indispensable for the understanding 
of mortality statistics—that is, areas and populations of the various coun- 
tries, population structure by age and sex, and general vital statistics 
{nuptiality, natality, general mortality, infant and neonatal mortality) for 
selected countries and for some large cities. Monthly figures complement 
this information. There are three particularly interesting features—ferti- 
lity-rates according to the age of the mother, together with gross and net 
reproduction-rates; specific mortality-rates by age and sex; and deaths 
among children under five years of age, classified according to detailed 
age-groups and sex. 

With regard to statistics of causes of death, the volume includes two 
general mortality tables, the first giving deaths from principal causes, by 
sex, for selected countries, and the second showing mortality (in some cases 
with seasonal distribution) from the principal communicable diseases, for 
large cities in various parts of the world. An important series of tables 
covers mortality statistics in 32 countries, classified according to the Inter- 
national Abridged List, and given by sex and age. With these data on popu- 
lations by sex and by age it will be possible to calculate specific mortality- 
rates. 


1 World Health Organization (1953) Annual Epidemiological and Vital Statistics, 1950. Part I: Vital 
Statistics and Causes of Death, Geneva, 371 pages ; price : 33/6, $5.00, or Sw. fr. 20.—. Bilingual edition : 
English and French 


2 See Chron. Wid Hlth Org. 1952, 6, 274. 
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As in the case of the volume for the years 1947-9, readers will find a 
table of the principal causes of death among children under five years of 
age, according to age and sex, and tables of tuberculosis and cancer mortality 
figures classified according to anatomical location, and by age and sex. 
A further table gives the latest information available on life tables, including 
life table death-rates, survivors, and expectation of life. 

Three annexes complete this important work. They comprise a series 
of graphs, accompanied by a brief text and numerical data, showing the 
considerable drop in certain countries during recent years in mortality from 
tuberculosis of the respiratory system; up-to-date maps showing the various 
WHO Regions; and, finally, a list of WHO Member States as at 31 Decem- 
ber 1952. 





First Conference of National Committees 
on Vital and Health Statistics 


At the 1948 International Conference for the Sixth Decennial Revision of the Inter- 
national Lists of Diseases and Causes of Death, it was recommended that the various 
governments of the world establish national committees on vital and health statistics to 
study statistical problems relative to health. The formation of such committees was also 
the subject of recommendations by the First World Health Assembly and by the Expert 
Committee on Health Statistics. The latter, at its second session, proposed that WHO 
initiate an international conference of representatives of such national committees and, 
at its third session, specified the subjects which should be considered at this conference. 

In January 1953, a preparatory programme committee for the First Conference of 
National Committees on Vital and Health Statistics met in Paris. Present were repre- 
sentatives of national committees, or their equivalent bodies, of Egypt, France, Great 
Britain, the Netherlands, and the USA. The national committees of Mexico and Vene- 
zuela were unable to be represented. 

This preparatory committee, after full discussion, adopted a proposed agenda for the 
conference which has the following major headings : 

(1) objectives, organization, and programmes of National Committees on Vital and 
Health Statistics, or equivalent bodies; 

(2) health statistics and related vital statistics that are essential within countries at 
different stages of development; and 

(3) national implementation of international regulations or recommendations. 

The last item includes consideration of the present position in different countries, and 
of general viewpoints, concerning WHO Regulations No. 1; the International Statistical 
Classification of Diseases, Injuries, and Causes of Death; the International Form of 
Medical Certificate of Cause of Death; and WHO definitions of “ live birth ” and “ foetal 
death ”. 

In accordance with a decision of the preparatory committee, the First Conference of 
National Committees on Vital and Health Statistics will be held from 12 to 17 October 
1953 at the General Register Office, Somerset House, London. 
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WORLD INCIDENCE OF POLIOMYELITIS IN 1952 


A recent number of the Epidemiological and Vital Statistics Report * 
contains the latest official statistics on the annual incidence of poliomyelitis 
throughout the world. The Report stresses the difficulties in evaluating 
morbidity and mortality figures for this disease. Lack of laboratory con- 
firmation, “ which is beyond the reach of the general practitioner ”, makes 
the diagnosis of atypical or mild forms almost impossible ; and few of the 
forms which are of doubtful diagnosis are reported to the health authorities. 
In many countries, some clinical criteria for the recognition of borderline 
cases have been defined, but there is as yet no international agreement 
concerning such criteria. This means that the number of cases notified in 
proportion to the actual number of clinical cases varies from country to 
country, and even from one region to another within the same country. 
In addition, the statistics from countries where medical practitioners are 
in short supply are of questionable value. However, despite these qualifi- 
cations and reservations, the statistics in the Report are interesting and 
meaningful. 


Africa 


Slightly more than 2,200 cases—about 25% less than in 1951—were 
recorded in 1952 in about forty countries and territories covering the 
greater part of the African continent and islands. The distribution of 
these cases varied from that of the previous year except for the Belgian 
Congo, which had 33% of the total number of cases in both years, and the 
Union of South Africa, which had 12% of the cases in 1952 and 15% 
in 1951. The morbidity in the Belgian Congo was less, however, than that 
of the previous year—723 cases as compared with 1,009. A decrease in 
incidence of poliomyelitis was also noted in French Equatorial Africa, 
Angola (which had 95% fewer notifications than in 1951), Morocco under 
French Protectorate, Réunion Island, Ruanda Urundi, Southern Rhodesia, 
Tunisia, and the Union of South Africa. Increases were observed in 
Madagascar, the Seychelles, Somaliland under Italian administration, and 
Tripolitania. Relatively serious outbreaks occurred in Kenya, Tanganyika 
(where notifications exceeded all figures recorded since 1945), Mauritius 
(which experienced the fourth epidemic since 1934), and Uganda (where 
the number of cases recorded—219—was higher than for any of the twenty- 
three preceding years). 


1 Epidem. vital Statist. Rep. 1953, 6, 87 





FIG. 1. POLIOMYELITIS CASES REPORTED IN VARIOUS COUNTRIES, 1933-52 
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America 


There was a serious epidemic of poliomyelitis in Canada in 1952. The 
number of notifications both in August and in September exceeded the 
annual totals for most of the twenty-eight preceding years. In the province 
of Saskatchewan alone, where the greatest number of cases was recorded 
(1,205, as compared with 3,315 for the rest of the country) and the morbidity- 
rate was the highest for any one province (about 131 cases per 100,000 
inhabitants), there were more notifications in 1952 than for the whole 
country during most of these same twenty-eight years. A decrease in 
incidence was noted in Ontario, Quebec, and Nova Scotia. This was 
particularly noteworthy with regard to Ontario, where 60% of the 2,020 
cases (provisional figure) reported in 1951 occurred. 

In the USA, the number of notifications for 1952 exceeded that for any 
one year since cases of poliomyelitis have been notified. There were more 
than 57,000 cases—twice as many as in 1951 (28,386) and 36% more than 
in 1949 (42,033), which had been the record year until then. For the months 
of August and September alone, more cases were notified than for the 
whole of 1951. 

The morbidity-rate for 1952 was about 37 per 100,000 inhabitants, as 
compared with 28 for 1949. A higher morbidity-rate than this was recorded 
in 1916 when, for the 28 States for which data were available, plus the 
District of Columbia, the rate was 42 per 100,000 inhabitants. The case 
fatality-rate, however, seemed to be lower in 1952 than in 1949 or 1916. 

Fig. 3 shows the number of cases and deaths in the USA from 1933 
to 1952. It will be seen that the increase in morbidity was not accompanied 
by a parallel increase in mortality : while the number of deaths attributed 
to poliomyelitis just about doubled, the number of cases reported was 
seven times greater. The poliomyelitis mortality-rate during the past 
twenty years has varied from 0.4 per 100,000 inhabitants (1938, 1942, and 
1947) to 1.8 (1949). 

Information concerning many of the other countries and territories 
of the Americas is either lacking or very incomplete. However, it may be 
observed that the number of cases notified in 1952 was particularly high 
in Alaska, Guatemala, and Peru, with the largest number of notifications 
(74, 66, and 127, respectively) for any one year since 1939 ; in Chile, where 
the maximum figure of 607 notifications in 1950 was almost reached again ; 
in Cuba, which suffered a serious epidemic (345 cases notified) ; and in 
Brazil, where epidemics occurred in certain parts of the country. In 
Uruguay, the situation appeared “ to have returned to normal ” (26 notifi- 
cations as compared with 95 in 1951) ; in Argentina, Mexico, and the 
Panama Canal Zone, some improvement was noted. 
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FIG. 3. POLIOMYELITIS CASES AND DEATHS NOTIFIED IN THE / ae 
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* Cases 1933 : 45 States out of 48. Deaths 1951 and 1952 : estimates based on a 10% sample of 
death certificates 


Asia 


In the 25 countries and territories in Asia for which figures are available, 
slightly more than 5,700 cases were recorded—about 1,000 less than in 
1951. The number of notifications decreased in Ceylon, Cyprus, Hong 
Kong, Israel, Japan (46% less than in 1951), Jordan, Malaya, Philippines, 
Sarawak, and Singapore. In certain other countries, there was a consider- 
able recrudescence : in Lebanon, two and a half times as many cases were 
recorded (60) as in all the eleven preceding years together ; in Iraq, the 
number of notifications equalled that for the two preceding years and for 
1949, in which year the maximum figure for the past quarter of a century 
was recorded ; in India, the number of cases treated in the hospitals of 
certain cities was almost twice as high in 1952 as in 1951. Three hundred 
and twenty-five cases were reported in Thailand from | July (when morbidity 
Statistics were established for the first time) until the end of the year. 


Europe 


While there was a considerable outbreak of. poliomyelitis in Europe 
in 1952—about 32,000 cases, twice as many as were registered in 1951— 
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of Europe for which data are available. 


Countries 1951 
Luxembourg 2 
Denmark 383 
Belgium 118 
Germany (Federal Republic of) 1,269 
Netherlands 568 
Spain ¢ 541 
Northern Ireland 2 89 
Berlin ¢ 115 
Ireland (Republic of) 63 
England and Wales 4 3,095 
Portugal (mainland) 107 
France 1,493 
Italy 2,867 
Sweden 551 
Scotland 4 382 
Malta 44 
Switzerland 889 
Turkey 27 
Finland 150 
Austria 414 
Yugoslavia 276 
Iceland 84 
Norway 2,217 
Greece 291 
Trieste (Free Territory of) 4 28 
Saar ¢ 313 








a Paralytic cases only 

6 Total notifications 

c Western sectors only 
d British-USA Zone 

e July-December 

f Corrected annual total 





the number of cases was 45% less than in the USA, whose population 
is half of that of the European countries for which statistics are available. 
The countries which were most affected, and in which more than half 
of the cases occurred, were the Federal Republic of Germany, Denmark, 
the Netherlands, and Belgium. Less marked increases over the figures 
for the previous year were observed in England and Wales, France, Spain, 
Northern Ireland, Portugal, and the Republic of Ireland. 
tabulated the poliomyelitis notifications in 1951 and 1952 for the countries 


Below are 


Quotient 
1952 
1951 


The epidemic in Denmark was a serious one, the 5,711 cases (of which 
2,015 were paretic) representing more than had been recorded for the whole 
of the preceding seven years and fifteen times as many as in 1951. According 
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to age-group, the poliomyelitis cases reported in Denmark for the past 
three years numbered : 


i Age-groups 

-1 1-4 5-14 15-64 65 + Total 
1950 

Cases reported 52 450 692 377 1 1,572 

% of total 3.3 28.6 44.0 24.0 0.1 100 
1951 

Cases reported 10 58 a 119 1 383 

% of total 2.6 i3.1 50.9 31.1 0.3 100 
1952 

Cases reported 165 1,675 2,264 1,591 16 5,711 

% Of total 2.9 29.3 39.6 27.9 0.3 100 


In the other Scandinavian countries—Finland, Iceland, Norway, and 
Sweden—only 1,319 cases of poliomyelitis were recorded in 1952. 

There was a serious outbreak of the disease in the Federal Republic 
of Germany. In the Netherlands, the number of notifications in 1952 
exceeded that for the five preceding years taken together but did not reach 
the maximum figure for the last thirty years—1,931 cases in 1943. In 
Belgium, also, the number of cases was greater than that for the previous 
five years combined. 


FIG. 4. POLIOMYELITIS CASES AND DEATHS NOTIFIED IN ENGLAND AND WALES, 
1933-52 * 
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Fig. 4 shows the cases and deaths notified in England and Wales from 
1933 to 1952. In comparing this with fig. 3 (page 257), it will be noted that 
the differences between epidemic and interepidemic years have been much 
greater in England and Wales than in the USA. 


Oceania 


As far as can be judged from the statistics available, it seems that the 
incidence of poliomyelitis was high in New Zealand, the Hawaiian Islands, 
and the Gilbert and Ellice Islands in 1952 ; lower than in 1951 in Australia; 
and nil in French Oceania, Netherlands New Guinea, New Caledonia, 
the New Hebrides, Papua, the Solomon Islands, where epidemics occurred 
in 1951, and other islands—Cook, Niue, Samoa, Tonga, Wallis, and 
Futuna. 

* . * 

The Report draws attention to the fact that poliomyelitis, which was 
long thought to occur exclusively in the temperate zones, is “ of frequent 
occurrence in tropical countries”. In 1952, “ veritable epidemics were 
observed in Mauritius, Cambodia, Thailand, Cuba, the Hawaiian Islands, 
and the Gilbert and Ellice Islands”. While the figures for notifications 
may still be low in comparison with those in many countries in more 
temperate zones, they are revealing in view of the small number of physi- 
cians in many of these countries. They show that “the danger of polio- 
myelitis, far from being restricted to certain countries, remains or is 
becoming a threat of world-wide significance ”. 





INFANT MORTALITY 


A series of tables and graphs in a recent number of the Epidemiological 
and Vital Statistics Report + shows the trend of infant mortality in 44 coun- 
tries, territories, or cities for the years 1950, 1951, and 1952. The annual 
infant mortality-rates for these years are compared with the median rates 
for the period 1928-38. The 1952 figures for deaths of live-born children 
under one year of age ranged from 2% to 16%, whereas data for the years 
before the Second World War showed a range of from 3% to 24%. In 
certain countries, infant mortality dropped more than 50%. The general 
decline noted in many areas may be attributed, in varying degrees, to 
increased efforts to protect the health of expectant mothers and of infants. 


1 Epidem. vital Statist. Rep. 1953, 6, 119 
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FIG. 5. INFANT MORTALITY IN VARIOUS COUNTRIES, 1938-52 
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FIG. 6. INFANT MORTALITY IN VARIOUS COUNTRIES, 1938-52 
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Seasonal distribution of infant mortality is also illustrated in the tables 
in this report. The data show that in some countries— Egypt, Italy, Portugal, 
and Spain, for example—infant mortality-rates are particularly high during 
the summer months. In Canada, Denmark, Finland, France, and the 
USA, on the other hand, the largest number of infant deaths occurs in 
winter. Switzerland has two peaks : one in January, the other in July. It 
is during the peak months that the decline in infant mortality, as shown by 
comparison with pre-war figures, is most evident. For instance, in Malta 
the rate for July 1951 was the highest for that year, yet it was 72% below 
the median rate for the same month during the period 1930-8. In the USA, 
the rate in January 1952 also showed a considerable drop in comparison 
with that of the median rate for the 1928-38 period. This decline during the 
peak months demonstrates progress realized in fighting two types of disease 
which take the greatest toll among infants : respiratory diseases in winter, 
and diseases of the digestive system (diarrhoea and enteritis) in summer. 

The Report presents, as well, a table of neonatal mortality-rates for certain 
countries. These figures show how precarious life is during the first few 
weeks. In 1952, for example, in the seven countries for which figures on 
neonatal as well as infant mortality are available, out of a hundred children 
who died during the first year, 25% to 47% died during the first four weeks 
after birth. 

In addition to tables, the Report contains graphs which illustrate, among 
other trends, the effects of the Second World War on infant mortality-rates 
in certain countries (see fig. 5 and 6). It can be noted, for example, that 
Finland was the first country to show a rising curve in infant mortality 
(1939). In 1941, Europe was partially occupied or blockaded, and there 
was an increase of infant mortality in Denmark, England and Wales, 
Ireland, Norway, and Scotland. By 1942, hostilities had spread to the 
Mediterranean, and the curve of infant mortality took an upward turn in 
Cyprus, Egypt, and Malta. In 1944, the situation became particularly 
serious in France and in the Netherlands. A steady increase in infant mor- 
tality occurred in Germany, reaching a peak in 1945. In contrast to this 
picture of mounting infant mortality in countries affected by the war, the 
general decline continued without major interruption in countries farther 
removed from the scene of hostilities—Australia, Canada, New Zealand, 
Sweden, Switzerland, and the USA. 

The tables and graphs which comprise this report give not only an idea 
of trends in infant mortality, but also of health in general in the countries 
studied : the infant mortality-rate of a country is a barometer of a nation’s 
health conditions, reflecting as well its social and economic state. 
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Reports from WHO Fellows 


Many of the letters and reports received from WHO Fellows are of 
such interest that they deserve to be read by a wider public. They demons- 
trate more vividly than a series of facts and figures both the character 
of the fellowship programme and the response of the Fellows themselves. 
Selections from these reports are therefore published from time to time, but 
it must be emphasized that the opinions expressed are those of the Fellows. 


Public-Health Dentistry in the USA 


J. E. de Wever, D.D.S., of Antwerp, Belgium, was granted 
a WHO fellowship for a year’s study in public-health dentistry 
at the University of Michigan School of Public Health, Ann 
Arbor, Mich., USA. This year’s study enabled him to obtain 
the degree of Master in Public Health and gave him an oppor- 
tunity to observe public-health practices in dentistry in the 
USA. A résumé of his observations concerning the latter 
follows. 


“ Dental disease is one of the most prevalent human disorders .... Its toll may be 
represented in terms of general health, personal appearance, social adjustments, financial 
burden to individuals, and school and industrial absenteeism.” In the USA, Dr. de 
Wever found a noteworthy recognition of the “ potentialities [of dentistry] as a health 
agent ”, a sense of “ social responsibility ” on the part of the dental profession, and “a 
great variety of plans . . . for closing the gap between dental needs and dental services ”. 


General trends 


“In the past, dental care has consisted primarily of the filling, removal, and replace- 
ment of teeth.” In recent years, however, there has been a trend towards more of a 
public-health approach to dentistry in the USA, with emphasis on preventive measures 
and on co-operative efforts of relevant professions and agencies to provide adequate 
dental services for the community. In particular, this changing attitude is reflected in the 
attention given to dentistry for children, which entails regular, periodic, dental examina- 
tions and treatment as required; in an expansion of group practice, which makes possible 
more efficient and less expensive service and greater specialization within the dental 
profession; and in increased use of auxiliary personnel, which frees the dentist for the 
more technical work and leaves certain other functions for properly trained assistants. 


Specific programmes 


Numerous studies on the prevention of dental caries by fluoridation of communal 
water supplies have been, or are being, carried out in the USA. As at 15 September 1952 
nearly 8,500,000 residents of 427 communities were using domestic water supplies which 
were fluoridated, and an additional 299 communities intended to inaugurate this practice. 
A seven-year study in New York State showed a considerable reduction (60%-65 %) in the 
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prevalence of caries when the water supply of a town was fluoridated with 1.0 p.p.m. of 
fluoride. 

Another method for the prevention of caries is the topical application of a 2.0% 
solution of fluorides. This is a measure which can be carried out by dental hygienists, 
who may apply the solution to the teeth of children as part of co-operative community 
programmes. 

The US Public Health Service is actively engaged in a programme for the prevention 
of dental caries which has three objectives : (1) to foster and to carry out basic research 
on the cause, prevention, and control of dental caries; (2) to develop methods and means 
for effective application of prophylactic measures, and (3) to aid the States and their 
political subdivisions in the establishment and maintenance of adequate caries-prevention 
programmes. The efficacy of the techniques and measures suggested by the results of 
research is tested by means of field surveys and follow-up “ reviews ”. 

In an experiment conducted by the US Public Health Service, an attempt was 
made to determine the most effective means of carrying out a school dental health pro- 
gramme. It was found that the efficiency of the dentists who were caring for the children 
was improved when they worked in pairs and were aided by well-trained assistants. 
The increase in the volume of operations performed amounted to up to 45% for some 
types of treatment. It was also observed that an economy of time resulted from frequent 
visits to the dentist, which permitted the teeth to be kept in repair. Dr. de Wever, in 
evaluating this experiment, concluded that “a plan of continuous service, coupled with 
proper regard for the prevention of dental diseases, provides for an economic advantage 
and makes for a more efficient and effective dental profession ”. 


Dental research 


Research on subjects relevant to dentistry is constantly in progress in the USA. In 
addition to the numerous studies on the effects of fluorine and on other means of pre- 
venting caries, investigations are being carried out on subjects such as malocclusions and 
periodontal diseases. 


Dental education 


The trend in dental education in the USA seems to be away from emphasis on tech- 
niques and towards emphasis on the etiology, diagnosis, and prevention of oral diseases, 
relating all the basic sciences to clinical practice—a trend favouring the development of 
dentistry as a science rather than as a “ mechanical art”. This means that in under- 
graduate education “ more attention probably should be given to dentistry as a health 
service, and more efforts should be made in teaching the prevention of disease”. Con- 
comitant with this change in emphasis in undergraduate education is an appreciation of 
the need for postgraduate study and for more specialization. 


Summary 


In summarizing his observations on public-health dentistry in the USA, Dr. de Wever 
wrote : “ Dentistry has advanced and developed rapidly in a relatively short time. This 
success and development are due to the spirit of co-operation and the eagerness of the 
men in the profession to develop and improve educational programmes; to train new, 
highly competent personnel; and to provide effective services to the public. The dental 
profession has won the respect of the other professions and of the American public. 
Furthermore, it has become an important and useful health agent...” 
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Notes and News 


Venereal-Disease Control in Iran 


As part of the WHO-aided venereal-disease-control programme in Iran,! a control 
and demonstration centre was inaugurated at Teheran in early July 1953. This centre 
will give training to doctors, nurses, laboratory technicians, and other personnel con- 
cerned with venereal-disease control. WHO has provided an international team—consisting 
of a chief medical adviser, a serologist, and a public-health nurse—and certain equipment 
and supplies. In addition, three WHO fellowships have been awarded to Iranians to 
study various aspects of venereal-disease control. The Government of Iran is supplying 
the premises for the centre and matching national team members. 


New Chief for Refugee Health Work 


Dr. Louis Findlay, of Edinburgh, Scotland, has been appointed by WHO as Chief 
of the Health Division of the United Nations Relief and Works Agency for Palestine 
Refugees in the Near East. He will direct all health services for Arab refugees in Lebanon, 
Syria, Jordan, and the Gaza area. Dr. Findlay, whose last post was that of Medical 
Consultant to the United Nations Korean Reconstruction Agency, succeeds Dr. J. S. 
Peterson, now Director of the Division of Organization of Public Health Services at 
WHO headquarters. 

Dr. Findlay obtained his medical degrees at the University of Aberdeen. He has had 
considerable experience in international health work, in which he has been active for ten 
years. He is familiar with health problems in the Eastern Mediterranean area, having 
been a physician with the British Red Cross Unit in Ethiopia and, later, Director of 
Health for the United Nations Relief and Rehabilitation Agency (UNRRA) Middle 
East Mission. He also served in Germany, where he was Chief Medical Officer for 
UNRRA in the US Zone and later Chief of the Department of Field Operations of the 
International Refugee Organization. 


Tuberculosis Training Course Given in India 


A six-week postgraduate course in tuberculosis was given to a group of 25 private 
physicians and medical officers at the WHO-aided Patna Tuberculosis Centre in India. 
This course, organized by Dr. F. Ivaldy, WHO Senior Adviser at the centre, included an 
intensive series of 57 lectures on various aspects of tuberculosis control and clinical and 
laboratory demonstrations covering a wide range of practical problems. 


Yaws-Control Programme in India Expanded 


Large-scale yaws-control measures begun late in 1952 in Madhya Pradesh, India, have 
been extended to Hyderabad and Madras States. In Madhya Pradesh as well, expansion 
is planned, in an effort to bring yaws under control in an area of approximately 50,000 
square miles (129,500 km?), 


1 See Chron. Wid Hith Org. 1953, 7, 25. 
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Since the first mass campaign against yaws was launched in November 1952, three 
mobile teams consisting of five persons each, with a physician or sanitary inspector in 
charge, have moved from village to village in a little-explored region, carrying out exami- 
nations and giving treatment to cases and contacts as necessary. By 31 March 1953, 
nearly 90% of the population of more than 200 villages had been examined. In some 
villages more than half of the inhabitants were found to be suffering from yaws, while 
in others only a few cases were discovered. 

A considerable number of staff who will be working with the Hyderabad teams have 
already received special field training with the groups in Madhya Pradesh. Similar training 
will be given to staff recruited for the Madras teams. 

Dr. E. E. Kruizinga, WHO yaws specialist, is assisting the State Governments in this 
campaign. He estimates that, if present efforts are maintained and the expanded pro- 
gramme is as effective as the drive so far concentrated in Madhya Pradesh, yaws can be 
brought under effective control within about three years. 

This yaws-control programme is part of a five-year plan for improving the status of 
tribal groups. The entire campaign is the responsibility of the respective State Govern- 
ments, but WHO is providing technical guidance and UNICEF, penicillin and other 
essential supplies and equipment. 


WHO Sends Emergency Aid to Greece 


In August WHO approved an emergency aid programme for the victims of the earth- 
quake in the Ionian Islands. This programme, which consisted of provision of supplies 
needed to prevent the outbreak of epidemic diseases and to improve health conditions, 
was worked out in consultation with the Greek authorities by Dr. Duurt Rijkels, of the 
Regional Office for Europe, who was sent to the stricken area at the request of the Greek 
Government. 

Dr. Rijkels reported that excellent work was being done by the Government of Greece 
to bring relief to the earthquake victims. Food supplies were organized, and medical 
personnel of all categories was sent to deal with the situation. 

WHO provided supplies for purifying water (one million Halason tablets, 1,000 kg 
of high-test hypochlorite, 12 automatic hypochlorinators, and 10 km of galvanized piping 
of various diameters), rat poison (a quantity sufficient for a three-month campaign against 
an estimated 100,000 rats), tents for the medical teams working on the islands, and tetanus 
prophylactics. These supplies are being distributed by Greek authorities, who are keeping 
the Organization informed concerning developments on the islands. 
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